why this should be impossible. If it is reopened, can the vocal cords be brought into action? If so, will the patient readily learn to speak normally, or will there be a conflict with the old method? APPARATUS FOR THE GRAPHIC RECORD OF SPEECH.
Inscriptions of speech are made by the phonautograph method. The person speaks into a mouthpiece. The vibrations and puffs of air travel down a wide tube to a special recorder. The movements of the air are registered by a fine lever on a rapidly revolving blackened cylinder. The records are afterwards varnished.
Speech requires in the first place a supply of air with a difference in pressure before and behind some obstruction. Ordinarily the lung pressure is increased and the obstruction is formed in the larynx or the mouth. The patient shown uses the pharynx instead of the thorax. To produce " t," for-example, she places the tip of the tongue against the front of the roof of the mouth in the normal way. Then she MH-11 contracts the pharynx-as can be seen from outside-and compresses the air. When the tongue contact is released, a " t " is heard. She likewise produces all the occlusives, such as " p," " k," and the fricatives, such as " f," " th," " s," " sh," in a normal manner except for the supply of air. As the amount of air in the pharynx is very small, the sounds become weak in long phrases. To produce a vowel, a vibrating body is necessary. This she obtains by raising the back of the tongue against the velum palati. When the air is compressed in the pharynx, she allows it to escape by slightly relaxing the tongue-velum contact in such a way that the contact edges vibrate., The tongue-velum contact thus forms a pseudoglottis. The different vowels are produced by adjusting the mouth cavity.
The patient can even indicate differences of pitch, though in an imperfect way, as in singing " ah-ah-ah-ah " on four notes of an octave.
This girl has never received any instruction in speech, and has evolved this method of talking quite automatically.
DISCUSSION.
Mr. HERBERT TILLEY: Dr. Scripture says in his notes: "There seems to be no fundamental reason why this should be impossible," i.e., the reopening of the larynx. The case illustrates what is the not uncommon but evil result of doing a high tracheotomy, or, more strictly speaking, a high laryngotomy. This patient seems to have had the tube inserted in the cricoid or thyro-cricoid region, with the usual result-viz., excessive formation of granulation tissue followed by cicatrization with eventual blocking of the lumen of the air-way. In University College Hospital there is at the present moment a boy who has been there four months for the treatment of this same condition. Under an aneesthetic we could pass only the finest Lister's urethral bougie from the tracheotomy wound through the larynx. We substituted a low, for the previously high tracheotomy. Laryngofissure was then performed. In the subglottic region I found a passage admitting only the small steel bougie. We dissected out some fibrous tissue, and then inserted a small intubation tube, leaving in also the low tracheotomy tube. The child was then able to breathe through the tracheotomy tube as well as through the intubation tube; the intubation tube has now been in, on and off, for four months. We have dilated the stricture so that it is now possible to insert a full-sized intubation tube, and to dispense with the tracheotomy tube for increasing periods of time. If we leave out the intubation tube for three days, the stridor recommences, and we have to re-intubate. I think we shall be able to continue with the intubation tube until the child has grown -a little more, and then dispense with it altogether. If not, the question will arise as to whether we can turn in some skin flaps or graft the narrowed area of the laryngotracheal region. Perhaps Dr.
Scripture's patient has a narrow stricture of the subglottic region, and as she has had it for fifteen years it will mean that whoever treats the condition must be persevering, for it will probably occupy many months. Examination should be made by the direct method, to see what the glottic and subglottic regions are like, and then exploration from below to ascertain if there is any passage from the trachea through the subglottic region into the lower throat. It may be necessary to split the larynx and cricoid, to remove any obstructive or redundant masses of connective tissue, and to determine the possibility of either dilating the stricture by intubation tubes or by instituting some plastic operation which shall prevent future narrowing of the air-way. My hospital patient has a good voice when the intubation tube is removed.
Dr. W. HILL: It is a difficult matter to undertake a case such as that described by Mr. Tilley. The treatment may extend over two years, or even four, and the result is often disappointing. In one of my cases, in spite of the use of an intubation tube for six months, the tracheotomy tube had to be re-inserted after all apparatus had been dispensed with for a few weeks, and I gave the case up in despair, as far as dilating the strictured larynx was concerned. I am aware, however, that some good results have been recorded in such conditions. If the larynx grows and one can get a wider passage, the functional disability may possibly be reduced to a minimum.
Dr. W. H. KELSON: Why is it said that apparently no air passes through the larynx? The voice she has probably indicates that a very little air does pass that way. Some years ago I showed here the case of a man who had cut his throat above the larynx, causing a big aperture, and in that case the man could not speak at all when the opening was exposed. But when it was covered with the hand or with a handkerchief he could speak well, showing that the larynx played a minor part in the act of speaking.
Dr. SCRIPTURE (in reply): The patient cannot get air through the larynx. She collects air in the back of the pharynx and then squeezes it out with the muscles of the neck. When the tube is closed she begins to suffocate.
(February 2, 1917.)
The Relation of Peri-dental Gingivitis to Vincent's THAT ulcero-membranous inflammatory affections of the buccal cavity may be widely distributed on the mucous membranes of the mouth and gums, and not merely confined to the pharynx and tonsil
